Pleural effusion is a common development in patients with cancer and causes significant morbidity.1 2 Systemic treatment may be appropriate in patients with chemosensitive malignancy but, for the majority of patients with recurrent effusion, some form of pleurodesis is warranted. The optimal method remains debatable and is often chosen on the basis of personal experience and opinion rather than objective data.
Temporary symptomatic relief may be provided by repeated needle thoracocentesis but this is only suitable in those patients with limited survival and slowly recurrent effusion. Most effusions reaccumulate within 1-3 days3 and an attempt at ablation of the pleural space is required. Pleurectomy is the most radical and effective method but carries a high morbidity (23%) and mortality (10%). Tetracycline continues to be the most widely used sclerosant in the UK5 although its production is ceasing in the USA.6 Most studies quote a greater than 60% efficacy in malignant pleural effusion7 8; it has a proven safety record, is easy to use, and costs less than its main rivals. We use a dose of 3 g in 50 ml normal saline based on animal studies comparing low and high dose tetracycline with quinacrine, nitrogen mustard, and bleomycin in which tetracycline at a dose of 35 mg/kg was the only agent to induce pleural fibrosis. 9 The main side effect with tetracycline instillation is pain and we recommend administration of 30 ml 1% lignocaine intrapleurally about 30 minutes before the procedure and premedication with morphine, 5-20 mg intramuscularly or intravenously as appropriate. After instillation the tube is clamped and the patient rotated from side to side for two hours to distribute the sclerosant throughout the pleural cavity. Suction is then reapplied for a further 24 hours and, provided no further fluid has reaccumulated, the drain is removed.
In this issue of Thorax (pp 790-793) Koldsland et al report a randomised prospective single centre comparative study of the treatment of chemical pleurodesis in malignant pleural effusions with the antimalarial drug mepacrine and the cytotoxic drug bleomycin, neither of which are used much in the UK. Mepacrine was 80% effective and bleomycin 50% effective at 30 days. This difference, of marginal statistical significance, is difficult to interpret and may reflect differences in management approach between the two sclerosants. Suction was applied two hours after instillation of mepacrine but not until 24 hours after bleomycin.
Ruckdeschel et al'0 have recently conducted a prospective multicentre trial comparing 1 g of tetracycline with 60 units of bleomycin. They found the recurrence rate at 90 days was 30% for bleomycin and 53% for tetracycline. The mean time to recurrence was 48 days and 32 days respectively. Again interpretation is difficult as the recurrence rate with tetracycline was higher than in other published studies and that with bleomycin lower.
This year sees the withdrawal of Corynebacterium parvum which was enthusiastically advocated by its proponents.1' It was said to be less painful for the patient, effective in up to 90% of patients, and was even credited by some as having antitumour activity.'2 Despite this it did not receive wide enough use to justify continued production (personal communication, Wellcome). New biological agents are appearing and research is proceeding with adoptive immunotherapy using interleukins to induce lymphocyte activated killer cells within the malignant effusion. 13 14 The role of thoracoscopy with tube drainage and talc poudrage as a primary procedure has been the focus of debate.'5 It is useful in establishing a diagnosis and has the advantage of being more definitive. However it is more invasive, more expensive, requires a higher level of technical skill, is not universally available, and has a higher attendant morbidity and up to 5% mortality.'6 Impressive results have been reported by Webb et al 17 who achieved 100% effectiveness in preventing recurrence of effusion in 34 patients (28 with malignant disease) using a slurry of iodised talc administered through an intercostal tube. The procedure was well tolerated and without severe side effects although both adult respiratory distress syndrome'8 and acute pneumonitis'9 have been described following intrapleural administration of talc.
For those in whom the lung fails to re-expand, precluding pleurodesis, a pleuroperitoneal shunt may be useful. Experience with the Denver shunt suggests it is also useful in providing symptomatic relief in cases of failed medical management and particularly useful in the management of chylothorax.Y Concern about peritoneal seeding appears to be realistic but was seen in only two of 40 patients.2'
For the majority of patients intercostal tube drainage followed by chemical pleurodesis remains the treatment of choice. Failure of chemical pleurodesis may be due to extension of the malignant disease process but often reflects failure to adequately drain the pleural space, expand the lung, and appose the pleural surfaces. More invasive procedures should be reserved for those in whom the diagnosis is uncertain or in whom the lung fails to expand. On the present evidence we feel that, if a fully expanded lung in a dry pleural cavity can be achieved, tetracycline should be the sclerosant of choice on the grounds that it is simple to instil, safe, well tolerated by the patient, known to induce pleural fibrosis, and 
